Introduction
The importance of reciprocal emotional bonding between a child and his/her caregivers for healthy physical, psychological, and social development of the child has been known for centuries. [1] Not all the children are fortunate enough to have smooth transition from childhood to adulthood without facing adversities in early childhood life. The current trends in the world with the emergence of acquired immune deficiency syndrome and other diseases, armed conflict, natural disasters, forced displacement, and extreme poverty have left millions of children orphaned, separated, or on the brink Formal Mental Status Examination where ever appropriate was also done, without rating it. The clinician (consultant psychiatrist) subsequently reviewed both verbatim accounts and answers to structured questions before assigning diagnoses according to ICD-10 criteria.
Numbers, percentages, and chi-squared or Fisher's exact test results are presented in Table 1 with P < 0.05 as significant. This publication is in continuation with the original article by Dar et al., [7] where prevalence and pattern of psychiatric morbidity among the sample of 348 children living in orphanages of Kashmir was highlighted. This article is a fresh analysis of the same dataset drawn upon from the same sample using same instruments, but focusing exclusively on the differences between those with vs. without psychiatric morbidity on the studied variables.
Materials and Methods
Detailed sample and method characteristics including instruments have been already mentioned in the earlier publication by Dar et al. [7] The study was carried out in the respective premises of registered orphanages of Srinagar. Formal permission was obtained to conduct the study among those orphanages registered therein after proper correspondence with Directorate of Social Welfare, Kashmir. Ethical issues were given due consideration while carrying out the study. The study was cross sectional descriptive type.
Participants
Children were recruited from the registered orphanages in Srinagar, Jammu and Kashmir. The list of registered orphanages was provided by Department of Social Welfare, Jammu and Kashmir. All children falling in age group 6-18 year-old from both sexes meeting inclusion criteria were included in the study. The exclusion criteria were those children falling below 6 and greater than 18 years of age; in whom consent was not obtained; with less than 3 months of stay in orphanage; presence of mental retardation, organic brain disorder, serious physical disability; and severe medical condition. A total of 348 children participated in the study who were living in eight registered orphanages in Srinagar, Jammu and Kashmir.
Instruments
A semi-structured questionnaire was designed to collect information related to sociodemographic data and relevant variables of the children. Information related to the data was cross checked in the register available in the records in the respective orphanages in order to ascertain its validity. Children with living parents admitted in orphanages were also included in the study under social orphan.
DAWBA:
Assessment of emotional and behavioral disorders was carried out using the DAWBA developed by Goodman et al. [8] It is an internationally well-accepted research instrument, and a novel package of questionnaires, interviews, and rating techniques designed to generate ICD-10 psychiatric diagnoses among children and adolescents of 5-16 years (extended up to 18 years). It primarily focuses on the common emotional, behavioural, and hyperactivity disorders and also covers less common disorders more briefly.
The interview questionnaires were administered and verbatim accounts of any reported problems were recorded.
terms of sociodemographic and psychosocial differences in children with and without psychiatric morbidity.
A total of 97.87% of those with psychiatric morbidity were males as against with those without psychiatric morbidity where only 71.01% were males. Likewise 2.13% were females falling in the group with psychiatric morbidity as against those without psychiatric morbidity where they represent 28.99%. Among the children having psychiatric morbidity, 8.51% were double orphans as against those without morbidity where only 1.45% were double orphans. As depicted in the Table 1 [7] and these results are in continuation with the further analysis of the results and findings.
Discussion
Lower female participants in our sample can be explained by lesser number of orphanages exclusively for females due to cultural barriers determining lower preferentiality for sending girl orphans to institutional rearing as compared with boys. Male sex seems to be associated with higher morbidity with similar findings by the studies by other studies. [9, 10] Female gender was found to be protective as found by Bos et al. [11] for virtually all types of psychopathology among children with a history of institutional rearing.
There was higher percentage of paternal orphans in the orphanages explained by the preferences given to them both by the family and/or relatives and the recruiting management of the respective orphanages. It could be inferred that double orphans were more associated with psychiatric morbidity followed by maternal, social, and paternal orphans in descending pattern. While it can be explained that losing both parents renders a child more vulnerable to psychiatric morbidity, maternal orphans were depicting role of maternal separation for increasing the susceptibility of psychiatric morbidity. Furthermore, social orphans had persistent feeling of being abandoned by the living parents as compared with . It must be worthwhile to mention all the three suicidal deaths were related to double orphans and hence omitted. Homicidal in the column represents deaths other than firearm.
Results
Of eight registered orphanages, six orphanages were exclusively for boys and two orphanages were exclusively for girls. The median number of the children in an orphanage was 43.50 with minimum 21 and maximum of 59 in our study. The total sample size of our study was 348 included as per the inclusion and exclusion criteria. The age group range of the sample was from 7 to 16 years with the average mean age of 12 years with standard deviation (SD) of 2.09. The mean age at which children were admitted in an orphanage was 8.80 ± 2.29 (mean ± SD). The minimum age at admission in an orphanage was 4 years and maximum was 16 years.
The prevalence of psychiatric morbidity was 40.52 % among the study sample with separation anxiety disorder (12.93%), the most common finding followed by depression (7.76%), obsessive compulsive disorder (6.90%), attention-deficit hyperactivity disorder (ADHD) (4.31%), specific phobias (4.31%), and social phobia (1.72%).
Gender, type of orphan, cause of parental death, length of stay, and grade/education level of children were significantly associated with psychiatric morbidity as depicted in Table 1 along with the different parameters in paternal orphans who had restricted choices but to adapt to the institutional pattern of living. [12] The evolving pattern of parental deaths with medical illnesses leading (63.54%) followed by accidents (18.75%), fire-arm related incidents (16.67%) and homicide other than firearm (1.04%) can be explained by the emerging trends where deaths due to medical reasons and accidents [13] are on the rise and decline in the firearm-related deaths from post 2003 in Kashmir. [14] The significant association between cause of parental death and psychiatric morbidity in children may reflect the role of sudden, traumatic, and violent events, resulting in the parental deaths on the young developing brains making them vulnerable for psychiatric morbidity. [15] Higher prevalence of psychiatric morbidity was seen in children during initial and later years of institutionalization in our sample population. This can be explained by adjustment related psychological disturbances during initial years spent in a new environment or increased duration of institutionalization. [9] Significant association as found between grade/education level of children and psychiatric morbidity can probably be attributed to different independent variables of age, development, duration that may have direct or indirect bearing on the increased prevalence of psychiatric morbidity. It can also be explained by the greater insight into orphanhood as the children started realizing social implications of being reared and brought up in an orphanage.
Limitations
The reliance on western orientated questionnaires and lack of a locally developed checklist and instrument to measure potentially confounding sociodemographic factors and observations made from our study cannot be generalized owing to limited number of orphanages studied. It was only a cross sectional design, without control group which could not establish a causal relationship. There was lesser representation of female children. There was lack of follow up for the emergence/evaluation of psychopathology in the children.
Conclusions
Length of stay, cause of parental death, gender, and type of orphan and education level of children were significantly associated with psychiatric morbidity. Increasing duration of stay, traumatic deaths of parents, being of male sex, and double orphans were associated with higher psychiatric morbidity. With regard to the mental health problems, early diagnosis and timely intervention is needed to ameliorate their sufferings and improve the quality of their lives. There should be continuous liaison with mental health professionals for proper screening of the children at risk. Duration in an orphanage should be shortened to the minimum and should be shifted to residential care as quickly as possible and alternative models of rearing in family settings with financial backing should be preferred. Robust research is needed in this area to meet the changing trends in child psychiatry.
